Recent population-based surveys demonstrate that SGBV is common in the East and Southern Africa region and cuts across nationality, ethnicity, and socioeconomic status. SGBV affects a large proportion of women across the region; for example, 47 percent of Zambian women report ever experiencing physical violence and 59 percent of Ethiopian women report suffering SV (Figure 1 ). In many cases the perpetrator is known to the survivor, and intimate partners (such as husbands and boyfriends) are frequently identified as the perpetrators. Other data indicate that girls in the region frequently experience coerced sexual initiation which is often viewed as a normal part of relationships. 
SGBV: A public health problem
Women and girls who suffer SGBV are more likely to be infected with HIV, other sexually transmitted infections (STIs), and experience other reproductive health problems. Research indicates that the risk of HIV infection following forced sex is likely to be higher than following consensual sex, especially among children. 9 This increased risk is especially pronounced in the high HIV-prevalence settings of sub-Saharan Africa 10 Data from Demographic and Health Surveys have shown that women who have suffered violence are twice as likely to have an STI than women who have not. 11 Moreover, a woman's risk of intimate partner violence (IPV) is increased if she discloses her HIV status to a partner, particularly in a discordant relationship 12 . Studies from across the world have found that girls and young women who previously experienced sexual coercion are significantly less likely to use condoms, and more likely to experience genital tract infection symptoms, unintended pregnancy and unsafe abortion. 13 Women who experience IPV are more likely to use contraception secretly or prevented from using it, and are more likely to become pregnant as adolescents.
14 Women who are abused during pregnancy are more likely to suffer depression, bleeding, and poor maternal weight gain. Over the past decade, many African countries have begun to recognize the importance of both preventing SGBV and responding to the needs of SGBV survivors at a national level. However, in the absence of a strong, regionally-relevant evidence base, these national programs have tended to adopt strategies that have proven successful in the high resource settings of Europe and North America. The feasibility and sustainability of such approaches is not well-established in countries where access to with limited financial and human resources.
Towards a regional response to SGBV
Many countries in Africa have recognised that they must address SGBV if they are to make progress toward human development goals, including significant reductions in poverty, HIV incidence, and maternal and infant mortality by 2015. Organizations have tried various approaches to SGBV response, including preventing and reducing occurrence, linking to existing HIV/AIDS and sexual and reproductive health services, and strengthening the capacities of the police, judicial, and social services sectors to improve psychosocial support and legal actions. However, countries typically have concentrated on one or two sectors that focus on adult survivors' immediate needs without formal mechanisms for coordination or follow-up, or overarching national policies to hold all relevant sectors accountable. Until recently, there has been very little evidence in the region on how to effectively address SGBV taking into account local resource, cultural, and political realities.
Since 2006, the Population Council has provided technical assistance and conducted research to strengthen the evidence base on SGBV programming in sub-Saharan Africa. These activities have created an active network of partners from across sub-Saharan Africa, who are developing, implementing and evaluating core elements of a comprehensive, multisectoral response model (see Figure  2 ). This model incorporates the overlapping and complementary responsibilities of three core sectors: health, police and justice, and social service sectors. It also recognizes that survivors require access to all services, but that it may not be feasible, appropriate, or cost-effective to deliver all services in one location.
Today, the SGBV Network includes over twenty partners representing nine countries and regional bodies that provide technical support to implementing partners. 
Most survivors of sexual violence seeking services are children
In all partner programs, the majority of survivors who sought care were aged under 18 years. In Kenya, children under 14 years comprised 67 percent of the 
Community-level barriers commonly undermine care-seeking
It is widely believed that only a small proportion of those who experience violence seek any type of institutional care. In Swaziland, only 7 percent of child sexual abuse survivors reported seeking counselling, police response or health care services. 8 Another study in Uganda and Rwanda identified key barriers to accessing such care: a preference of survivors and their families for resolving the issue at home, which was attributed either to deference or to traditional culture; fear of stigma if the case is made public; the family's preference to seek compensation directly from the perpetrator rather than through the criminal justice system; a lack of awareness of where to go for services and the procedures involved; inability to pay for transportation and service fees; long distances to the nearest service point; and threats by the perpetrator. Lengthy and inefficient procedures and unfriendly service providers also discouraged survivors from seeking help from police stations and health facilities.
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Guidelines are necessary, but do not ensure comprehensive service delivery While national guidelines are essential in the provision of comprehensive care to survivors of SV, a multi-sectoral approach and the engagement of a wide range of relevant actors is equally important. To spur the development and implementation of national guidelines, governments and partners benefit tremendously from the efforts of "champions", individuals or agencies within and outside the government who actively follow-up to ensure that guidelines are implemented properly. In Uganda and Malawi, it took the efforts of such partners to ensure that the existing guidelines were actively implemented.
A variety of approaches can be used to provide quality, comprehensive care
Comprehensive care can be provided in different settings outside of a 'one-stop' shop approach, where all services are provided in one location. Partners have demonstrated that a range of sustainable, effective approaches to providing comprehensive care exist, and that these can be effectively organized in a variety of ways depending on the context and capacity of existing services. Some models build on existing infrastructure and require only Reporting to police increased by 48%, 93% of survivors seen by police referred to health facility minimal inputs in training and supplies; in others, new systems and infrastructure must be established. Table 2 summarizes some of the different models and outcomes implemented by SGBV Network Partners.
Ensuring adherence to HIV post-exposure prophylaxis remains a key challenge
While notable progress has been made in increasing access to PEP, efforts to ensure compliance with the full 28-day regimen remain more limited. Loss to follow-up is consistently identified as a key factor in undermining efforts to encourage and monitor PEP adherence. Across settings, barriers consistently included client reluctance to seek follow-up due to stigma, trauma, cost, and availability of transportation. Within the facilities, provider work-loads and inadequate case management systems make it difficult to monitor follow-up care. In South Africa, TVEP has achieved relatively high adherence rates (55-92 percent) through intensive client counselling and follow-up at home, although the model is costly to maintain. Partners in South Africa's Tintswalo Hospital found that providing clients with the full 28-day dose of PEP during the first visit increased the proportion of survivors who completed the course by 38 percent.
Provider capacity remains an important barrier to quality, comprehensive care
In many public facilities across the continent, there is an acute shortage of staff, creating long waiting times and full waiting areas, particularly in emergency departments. These conditions are extremely daunting for an SV survivor and mean that providers cannot offer the quality of care they would like to, or that no trained personnel are available. Quality of care is also undermined by negative attitudes toward survivors of SV. As members of society, many doctors, nurses, police officers and other support personnel may hold common misperceptions about survivors that reinforce stigma, shame, and victim-blaming.
Requirements that doctors collect forensic evidence undermine a survivor's access to justice and health care
When properly collected and processed, medical evidence can be the basis of successful prosecution of sex offenders. However, the limited ability of medical systems to collect such evidence has been identified as a key barrier to quality services. In many countries, law or practice dictates that only doctors are allowed to collect and document such evidence for use in legal proceedings. This can create significant delays in receiving emergency medical services, such as PEP and EC, because survivors who report to lower-level health facilities are often referred to hospitals with doctors on duty. At higher-level facilities, doctors have many other duties, may be overworked, not available when needed, and are less likely than nurses to fully document cases. In Kenya, LVCT improved the collection of medico-legal evidence in hospitals by developing an algorithm to guide the collection, storage and documentation of such evidence, and by training a wide range of cadres of medical staff in the procedures. In South Africa, the expanded use of forensic nurses demonstrates that lower-level cadres can effectively contribute to the collection of medical evidence, although problems remain with their willingness to present evidence in court.
Comprehensive care services must include functional linkages between health and police services
In many countries, SGBV survivors report first to the police and often do not seek further health or support services. Strong referral networks are therefore essential to ensure survivors receive the health care they need, including the prevention of pregnancy and HIV transmission within the 72-hour window period for EC and PEP. One strategy for improving such linkages was tested in Zambia, where the police provided the survivors with EC and referrals to health facilities for further management and collection of evidence. This initiative led to improved reporting and referral rates, and strong collaboration between the two sectors. It is now being scaled-up nationally across Zambia and piloted in Malawi through technical assistance from Zambian partners. 
Other Population Council resources on SGBV

Conclusion and recommendations
Network partners have significantly increased the evidence base on program responses to SGBV in subSaharan Africa. A range of successful approaches have been demonstrated for improving comprehensive services within the health, police, legal and social service sectors, but it has also underscored that there is still much to be done in ensuring that these services are adequately and equitably provided across the region.
Based on these findings, the following actions are recommended to improve programs and policies across the region:
Special guidance, training and services are needed to y adequately respond to the needs of child survivors, who currently constitute the majority of those seeking care in most countries.
Community-level interventions must be implemented y to reduce barriers to care-seeking and create awareness of the services available to survivors.
Governments should consider an inclusive, pary ticipatory, and multi-sectoral approach to guideline development and dissemination to encourage active implementation.
Health facilities should actively integrate services in at y least one unit equipped with adequately trained providers and necessary supplies, and ensure that services are available on a 24-hour basis.
Training for health care workers, police and other y support personnel must explicitly address commonly held biases against SGBV survivors, basic counselling and interpersonal skills.
National policies and practices should be reviewed y to ensure that nurses and clinical officers can collect medico-legal evidence and provide testimony in court.
More evidence on cost-effective, sustainable and y culturally-appropriate approaches for providing psychosocial support in low-resource settings is needed.
There is also a need to explore other dimensions of SGBV services. In general, intimate partners are the most commonly reported perpetrators of sexual violence against women and children; however, most response services have focused on addressing the acute needs of survivors without consideration of the specific issues and challenges of violence within a marriage, family or other domestic relationship. Additional research is needed to identify appropriate strategies for ethically identifying and meeting the needs of this large, and often silent, population. Just as importantly, more documentation is needed on successful strategies for preventing all forms of SGBV before it occurs. The Network is continuing to explore these issues in its current phase of programming.
